Introduction
Abortion stigma is the discrediting of individuals as a result of their association with abortion. 1 The individuals include women who have had abortions, individuals who work in facilities that provide abortion, and supporters of women who have had abortions, including partners, family, and friends, as well as abortion researchers and advocates. 1 Abortion stigma is a global phenomenon that exists in both the developed and the developing countries. Its impact on women' health and well-being is grave most especially in the developing countries with restrictive abortion laws. Even in a developed country such as the USA, many abortion patients perceive and internalize stigma 2 and the stigma hurts women despite the availability of legal abortion services in the country. 3 Abortion stigma plays a significant role in women's decision on whether to have a safe or unsafe abortion 4 and in the disclosure of individual abortion behavior. 5 It may cause some women to carry their pregnancies to term and assume a disproportionate economic burden for care; it can lead women to seek unsafe abortions clandestinely to avoid judgment by society 1, 6 or contribute 1 Nigeria is still ranked in the Category I of countries with most restrictive abortion laws that permit abortion only to save a woman's life or ban the procedure entirely. 8 The Criminal Code (Sections 228, 229, and 230) and the Penal Code (Sections 232 and 233) criminalize abortion services in Nigeria. 9 Abortion is permitted (Section 297) only for the preservation of the mother's life. The Criminal Code applicable in southern Nigeria prescribes a penalty of 7 years imprisonment while the Penal Code, applicable in northern Nigeria, prescribes 14 years imprisonment. The law criminalizes the woman seeking abortion services, the provider, as well as any person who aids either the woman or the provider in the process.
Although there are few empirical studies on abortion stigma in Nigeria, the fact still remains that abortion stigma exists and persists in the country and it may be one of the leading reasons women seek unsafe abortion services in the country. 5, 10 The level of unsafe abortion continues to be high in Nigeria. Nigeria has the highest number of women treated in health facilities for pregnancy termination complications in Africa and ranks fourth to countries like Pakistan (622, 564), Bangladesh (309, 397), and Mexico (219, 430). 11 In 2012, about 212,000 women were treated for complications of unsafe abortion, representing a treatment rate of 5.6 per 1,000 women of reproductive age. 12 According to a conservative estimate, more than 3,000 women die annually in Nigeria as a result of unsafe abortion, which is twice as high as the entire estimate (1, 290) for the Europe, the Latin America, and the Carribean, and the Oceania. 13, 14 For a country such as Nigeria, it is important that the understanding of abortion stigma becomes more precise through empirical research to understand and measure abortion stigma, design interventions to mitigate it, and evaluate those interventions. 15 Although female-focused abortion stigma is a negative perception of women who seek to terminate a pregnancy as inferior to ideals of womanhood; in this study, individuallevel abortion stigma (ILAS) is defined as an individual's lived experiences with and feelings about an abortion decision. 16 Therefore, the objective of this study was to measure the level of ILAS among women seeking elective abortion care services and determine the correlates of ILAS among those women.
Patients and methods
This study is a secondary analysis of the data collected from the cross-sectional survey (client exit interviews) of women accessing safe abortion care services at Ipas intervention sites in 2016. Self-selection sampling technique was used to recruit the women as study participants. The data collection was done with an interviewer-administered questionnaire which contained the 16-item ILAS scale adapted from Cockrill et al. 17 The ILAS Scale is a theory-based, multidimensional, validated scale to measure stigma among women who have had abortions. Reliability analysis was conducted on the 16-item ILAS scale used in this study. The analysis shows that the 16-item scale has a very reliable internal consistency with Cronbach's alpha statistics of 0.9122 (Table 1) . Each item has four mutually exclusive responses and each of these responses had a score of 1, 2, 3, or 4 depicting the increasing intensity or severity of the response to the question. Each respondent, thus, had the summed response score that spanned from a minimum of 16 to a maximum of 64. A score of 40, ie, midpoint of the possible score range, was set as the cutoff point and was thus used to categorize the respondents into having high (.40) or low (#40) ILAS (Figure 1 ). The data were analyzed with Stata/SE 14.2 for Windows. Descriptive (frequencies and percentages), bivariate (chi-square test), and multivariate (log-binomial regression) analyses were conducted. The log-binomial regression model was used to estimate a prevalence ratio (PR) with its 95% CIs for each category of the covariates in the multivariate model.
The protocol and all data collection tools for the primary research were reviewed for adherence to ethical standards by Allendale Institutional Review Board (USA). The primary research was approved by the Review Board. In accordance with the principle of respect for persons, the risks and benefits of the study were explained to the participants and the consent provided by the participants was written informed consent. All data were collected anonymously so that data and results could not be traced back to individual respondents. All informed consent forms and questionnaires were kept in a locked cabinet in the investigator's office.
Results
A total of 404 women seeking safe elective abortion care services were interviewed, out of which 22 were excluded at the analysis stage because of the incompleteness of data for the outcome variable (ILAS) and the type of provider. Of the 382 women studied, about 45% and 42% were aged #24 years and 25-34 years, respectively; and about 46% were currently 
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correlates of individual-level abortion stigma married or cohabiting. While about 16% of the respondents had no more than primary education, about 40% and 41% had secondary and higher education, respectively. Looking at the number of lifetime pregnancies, about 44% of the respondents had had three or more pregnancies, while about one-third had had one (Table 2) .
More than two-thirds of the respondents reported that they received surgical abortion procedure (with and without medical abortion [MA] ), while about 14% admitted they received only MA care. About two-thirds (65%) of the respondents reported that they received care from physicians and others from the midlevel providers (midwives and nurses). The majority (80%) of the respondents also reported that they experienced cordial client-facility staff interaction (Table 3) .
The categorization of the respondents' ILAS scores into high (summed score .40) and low (summed score #40) as shown in Figure 1 shows that 43% of the respondents had high ILAS, while the remaining 57% expressed low ILAS. The bivariate analysis (Table 4) identified client age, number of lifetime pregnancies and type of procedure as 
Discussion
The present study shows that ILAS not only exists but is also high among women seeking safe elective abortion care service in Nigeria. In a country with a restrictive abortion law, the implication of the observed high ILAS is the influence it 4 and it may lead women to seek unsafe abortions to avoid judgment by society. 4, 6 Four factors, therefore, emerged as significant correlates of the ILAS among the women; the factors included age, education, provider's cadre, and type of evacuation procedure.
A proper understanding of factors influencing ILAS is necessary for its prevention. Situating these four factors in the socioecological model of abortion stigma can give a better understanding of the ILAS and the effect of its potential prevention strategies. At the individual level, the ILAS varied significantly with the women's age and education. 17 In specific terms, the present study suggests that the likelihood of expressing high ILAS may reduce with increasing age. 18 In line with this position, a study reported that young unmarried women bore the brunt of being stigmatized and lacked a supportive environment that could provide guidance on correct information on how to prevent unwanted pregnancy and where to get help. 4 Although it seems counterintuitive that higher education correlates with higher internalized stigma in this study contrary to other studies one possible explanation for the higher ILAS among women with higher education could be the tendency to feel disappointed for the inability to prevent the pregnancies despite the higher level of educational attainment. 4, 17 The fact that the observed associations were noncausal suggests that there could be some other individual-level factors not investigated in the present study, but which could have influenced the associations. Some previous studies have identified religious conservatism and norms that place a high value on motherhood as factors that could perpetuate abortion stigma. 17, 18 At this individual level, it is necessary to ensure that strategies designed to promote positive attitudes, beliefs, and behaviors towards safe abortion.
Given the fact that abortion stigma exists within multiple facets of every society including churches, communities, and health care systems the emergence of provider's cadre and type of evacuation procedure as correlates of ILAS is not unlikely. 7 There is need for a caution in interpreting the association between the type of providers and the women's ILAS given the importance of task-shifting and empirical evidence that the mid-level providers could provide services that are comparable in safety and efficacy to those provided by physicians. Nonetheless, empirical studies have shown that health care system contributes significantly to women's abortion stigma and that women's perception is such that stigma-related mistreatment in health care settings frequently occurs. 7, 20, 21 We, therefore, share the view that ILAS may reduce if health professionals and abortion service providers attend not only to clinical/technical aspects of the abortion procedure but also to women's psychological and emotional sensitivities surrounding abortion process. 22 Regarding the association of ILAS and type of procedure, a probable explanation for the association is that MA is considered more natural because it happens in women's own bodies and can take place at anywhere before 9 weeks of pregnancy. 23 All the identified associations, however, need to be explored further to fully understand the relationships and the implications for the design and implementation of ILAS reduction interventions.
It is necessary to acknowledge the scope and the limitations of this study. This study focuses on ILAS experiences among women receiving safe abortion care, exclusive of those receiving unsafe abortion care. The study was based on secondary analysis of data collected in a cross-sectional survey; therefore, the analysis was constrained to the available variables in the primary dataset and other possible factors that were not in the primary dataset could not be explored. Being a cross-sectional study, therefore, all the associations thus found cannot be proven casual. The use of convenience sample because of the sensitive nature of the subject matter also limits the generalization of the study findings to all women receiving safe abortion care in the country. Other limitations of the study include the use of midpoint of the range as the cutoff point which might have an implication for over-or under-estimating the prevalence of high ILAS and the lumping of all the ILAS items together into one score that does not allow for more nuanced suggestion of interventions that would target the more salient domains from the scale.
Conclusion
High ILAS does not only exists but it is also preponderant among women accessing safe elective abortion services in Nigeria. The authors align with the view that if ILAS develops from public stigma, interventions could be developed to interrupt the process at the individual level to reduce or eliminate ILAS despite the perceptions of public stigma. 24 However, there are evidence-based interventions that have been shown to reduce stigma. 25 Perhaps interventions and techniques such as self-awareness assessments, peer counseling, decision aids, encouraging active client participation, supporting decision satisfaction, support groups, Internetbased support, ongoing telephone counseling, and public artistic expression could be considered as some of the specific approaches to address this societal problem that affects and impacts women. However, there are a variety of other
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